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Objectives. We assessed background characteristics, health status, and prev-
alence rates of mental health disorders in 2 studies of homeless mothers con-
ducted in Worcester, Mass, one in 1993 and the other in 2003.

Methods. We compared the women taking part in the 2 studies, which involved
similar methodologies, on the key variables of interest over time.

Results. Homeless families taking part in the 2003 study were poorer than those
taking part in the 1993 study, and female heads of household in that study reported
more physical health limitations, major depressive illness, and posttraumatic
stress disorder.

Conclusion. Data from 2003 suggest that the characteristics of homeless mothers
changed over the 10-year period assessed. Service providers and shelter staff may
need to refine services so that they are responsive to these changing needs. (Am 
J Public Health. 2006;96:1444–1448. doi:10.2105/AJPH.2005.069310)
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The homeless population in the United States
comprises a growing number of families, and
these families are headed primarily by single
mothers. Estimates suggest that each year
420000 families are homeless, placing more
than 900000 children at risk of compro-
mised developmental and behavioral out-
comes.1 Moreover, homelessness is not an un-
common occurrence among poor families,
with as many as 8% of such families experi-
encing homelessness during a given year.1,2

Studies of homeless families conducted dur-
ing the early and mid-1990s reported high
rates of domestic violence, physical health
limitations, and psychiatric and substance
abuse disorders.3–5 Such findings have impli-
cations for shelter programs and provider
practices throughout the country.

There have been few opportunities to com-
pare the characteristics of homeless mothers
over time. Increases in rates of mood and
substance abuse disorders were found in a re-
cent study examining changes in psychiatric
illness among single homeless adults over a
20-year period.6 Methodological limitations
across studies, including different definitions
of homelessness and sampling, measurement,
and geographic variations, have made com-
parative studies difficult. Hence, little is
known about how the characteristics and
needs of homeless families have changed in
recent years. Understanding the evolving
needs of homeless families is critical if effec-
tive policies and services are to be developed.

We took advantage of an unusual opportu-
nity to compare background characteristics,
health status, and rates of mental health dis-
orders and substance abuse among mothers
taking part in 2 studies of homeless families
conducted in Worcester, Mass, one in 1993
and the other in 2003. Although these stud-
ies enrolled different participants, their meth-
odologies were sufficiently similar to enable
meaningful comparisons over time on key
demographic and health variables.

METHODS

Sample
The Worcester Family Research Project

(“1993 study”) was a longitudinal epidemio-
logical investigation of homeless families and
low-income families that had never been
homeless.4,7 Two major aims of the study
were to examine risk and protective factors
associated with family homelessness and to
assess the characteristics and needs of home-
less and low-income housed families. The def-
inition of families used in the study was
single-parent, female-headed households and
their dependent children; such families repre-
sent approximately 95% of the homeless fam-
ily population in Massachusetts. Two hundred
twenty sheltered homeless families enrolled
from 9 family shelters in Worcester were
compared with 216 low-income families that
had never been homeless and were receiving
Aid to Families with Dependent Children.
Participants were interviewed at the time of
their enrollment in the study, as well as 12
and 24 months later. Baseline interviews
were conducted from 1992 to 1994.

The Worcester Homeless Families Program
Study (“2003 study”) was undertaken to eval-
uate the effectiveness of a comprehensive,
multimodal program conducted at a local,
federally funded community health center

that serves homeless families. This investiga-
tion was part of a broader federal initiative to
identify model programs addressing the needs
of homeless women with children. The study
enrolled 203 mothers, 148 of whom were
living in a shelter at the time they were inter-
viewed and 55 of whom were living with rel-
atives or friends. Those who were living with
relatives or friends were not included in the
present analyses so that the sheltered home-
less mothers from the 2 studies (220 in the
1993 study and 148 in the 2003 study)
could be compared (the 216 housed families
from the 1993 study were also not included
in the present analyses).

The 2 studies’ eligibility criteria and enroll-
ment procedures were similar, particularly in
the case of the subsets of homeless mothers
compared here. In both studies, female heads
of household 18 years or older were enrolled
from each of the existing family shelters in
Worcester, a midsized city in central Massa-
chusetts and the third largest in New England
(2003 population: 172000). A significant
percentage of the city’s residents are Hispanic.
The 1993 and 2003 study samples reflected
the percentages of Worcester’s Hispanic resi-
dents who were living below the poverty level
(30% and 38%, respectively).8,9

There was 1 noteworthy difference in
the studies’ eligibility criteria and enrollment
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procedures: In the 2003 study, in addition to
the criteria just mentioned, eligibility was
predicated on women having had an alcohol,
drug, or mental health disorder in the past
year as assessed via the Mini International
Neuropsychiatric Interview (MINI).10 All of
the women screened met this criterion. The
1993 study, because it was epidemiological
in nature, did not impose such a requirement,
and all homeless mothers who agreed to par-
ticipate were interviewed. During the 2003
study’s enrollment process, shelter staff were
informed that the target population was single
mothers with 1 or more children, but they
were not informed of the mental health/sub-
stance use disorder criterion. Thus, no poten-
tial study participants were screened out as a
result of initial shelter staff perceptions, allow-
ing women to be subsequently screened into
the study on the basis of objective diagnostic
criteria.

Measures
Similar questions about age, race/ethnicity,

marital status, number and age of children,
income, and educational level were asked of
mothers in the 2 studies. Childhood foster
care experiences and childhood sexual
abuse were assessed with Conflict Tactics
Scale11 items in the 1993 study and via simi-
lar but differently worded items in the 2003
study. Questions focusing on chronic health
conditions were drawn from the National
Health Interview Survey12 and were similar
in the 2 studies.

Diagnostic assessments of mothers’ mental
health were used in both studies. In the 1993
study, assessments were made with the Struc-
tured Clinical Interview for the DSM-III-R (non-
patient edition; SCID)13; in the 2003 study, as-
sessments were made with the MINI,10 which
employs the diagnostic criteria of the Diagnostic
and Statistical Manual of Mental Disorders, 4th
edition (DSM-IV).14 The MINI has been vali-
dated against the SCID.10 Both instruments are
widely used in psychiatric epidemiology re-
search, and each has good interrater reliability.
The diagnostic criteria of the DSM-III and
DSM-IV were equivalent in the case of the psy-
chiatric disorders assessed here.

In both investigations, the Global Severity
Index (GSI) of the Brief Symptom Inven-
tory15 was used to assess psychiatric symptom

severity, with higher values indicative of more
psychiatric distress. The Brief Symptom In-
ventory has strong internal consistency and
good test–retest reliability.15 In the present
study, the α coefficient for the GSI was 0.97.

Health status and physical functioning
were assessed with the SF-36 Health Survey
(SF-36)16 in the 1993 study and with the
SF-8 Health Survey (SF-8)17 in the 2003
study. Both instruments yield an 8-scale pro-
file of functional health and well-being, the
SF-8 using a single question to measure each
of the 8 SF-36 domains. Higher scores on
these instruments represent better health sta-
tus or physical functioning. Both surveys have
demonstrated good reliability and validity.16,17

SF-36 subscale scores were standardized (via
z scores) and converted to norm-based scores
to allow for comparison with SF-8 scores.

In the 1993 study, abuse of and depen-
dence on alcohol and other drugs were as-
sessed with the SCID. In the 2003 study, the
MINI was used in assessing substance abuse
and dependence. However, the time frames
used in making these assessments were not
identical: Lifetime and current (i.e., past
month) prevalence rates were calculated in
the 1993 study, and 12-month (i.e., past year)
rates were calculated in the 2003 study.

Procedures
In 1993 as well as 2003, mothers were

interviewed shortly after enrollment by
trained female research interviewers, several
of whom worked on both studies. In each
study, interviews and instruments were trans-
lated into Spanish and administered in Span-
ish by bilingual interviewers to about 20% of
the respondents. Finally, the study procedures
were described to participants, and consent
was obtained.

Data Analysis
We used t tests (for continuous variables)

and χ2 tests (for discrete variables) in con-
ducting comparative analyses of the 2 studies’
data. Two-tailed tests of statistical significance
are reported here.

RESULTS

As can be seen in Table 1, homeless mothers
in the 2003 study were older than mothers in

the 1993 study by an average of about 2.5
years, and consequently they had slightly
older children. The 2 groups of women were
similar in terms of race/ethnicity, marital
status, and mean number of children. Their
annual incomes placed the vast majority of
families in both studies below the poverty
threshold. Although average total incomes
were equivalent in the 2 studies, families in the
2003 study were poorer when the effects of
inflation on spending power over the decade
between the studies were taken into account.
Women in the 2003 study were more likely to
have had at least a high-school education.

More women in the 2003 study than in
the 1993 study had been in foster care, al-
though the difference was not statistically sig-
nificant. Rates of childhood physical abuse
were assessed in both studies but are not re-
ported here because of differences in mea-
surement methods. Rates of childhood sexual
abuse were high in both samples, but differ-
ences in assessment, although modest, made
it difficult to characterize one group of
women as having experienced more sexual
abuse than the other.

Overall, women in the 2003 study ap-
peared to be suffering from more acute as
well as chronic mental health problems, as ev-
idenced through a psychiatric distress symp-
tom measure as well as diagnostic assess-
ments of major depression and posttraumatic
stress disorder (Table 2). Moderate percent-
ages of mothers in both studies met diagnos-
tic criteria for abuse of alcohol or other drugs,
although the 2 studies’ varying substance
abuse assessment time frames made it diffi-
cult to directly compare rates.

If women in the 2003 study were receiv-
ing fewer mental health services than
women in the 1993 study, this could have
partially accounted for the higher rates of
mental health problems observed among
these women (Table 2). To assess this possi-
bility, we examined responses to a service
use item (the only truly comparable between-
studies measure of mental health service
use) asking respondents whether they had
undergone mental health counseling or ther-
apy in the 3 months before being inter-
viewed. Respondents in the 1993 study who
had a current mental health diagnosis were
compared with the 2003 participants on this
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TABLE 1—Characteristics of Homeless Sheltered Women: Worcester, Mass, 1993 and 2003

1993 (n = 220) 2003 (n = 148) P

Mean age, y (SD) 26.1 (7.2) 28.9 (7.1) .0003

Race/ethnicity, % .592

African American 22.7 22.1

Non-Hispanic White 32.7 34.9

Hispanic 43.2 35.6

Other 1.4 7.4

Marital status, % .219

Never married 68.5 66.2

Married 6.4 11.5

Separated/divorced/widowed 25.1 22.3

Mean no. children (SD) 2.2 (1.5) 2.5 (1.5) .172

Mean child age, y (SD) 4.4 (3.0) 6.3 (4.9) .0004

Mean income in past 30 days, $ (SD) 714 (246) 696 (359) .683

Annual income is below poverty level, % 80.9a 90.6b .015

Education, % .042

Some high school or less 46.4 44.3

High school or equivalent 43.6 36.2

Vocational training/college or more 10.0 19.5

Ever in foster care, % 19.6 26.2 .150

Ever sexually abused, % 43.1 40.9 .773

No. of health conditions endorsed,c % .135

0 36.8 34.2

1 35.9 30.9

2 16.4 26.2

3 or more 10.9 8.7

a1992 poverty threshold for a 3-person household (2 children younger than 18 years) was used ($11 304).
b2001 poverty threshold for a 3-person household (2 children younger than 18 years) was used ($14 269).
cConditions included high blood pressure, asthma, chronic bronchitis, urinary tract/kidney infection, hepatitis, AIDS/HIV
infection, sexually transmitted disease, pelvic infection, anemia, ulcer, obesity, and abnormal Papanicolaou test result.

item. Of the 220 participants in the 1993
study, 85 met the criteria for a current men-
tal health disorder. About 50% of these
women reported having received mental
health counseling or therapy in the 3
months before being interviewed, compared
with 37% in the 2003 study.

Despite equivalent rates of reported
chronic health conditions in the 2 studies,
women taking part in the 2003 study re-
ported significantly poorer overall health
status and more limitations in physical
functioning than did women taking part
in the 1993 study. These women also re-
ported more limitations in social function-
ing resulting from physical or emotional
health problems.

It is possible that the differences between
the 2 studies in the findings reported in

Table 2 were because of differences in the
background characteristics of the participants
(Table 1). As a means of examining this possi-
bility, we used generalized linear models to
predict each variable shown in Table 2 as a
function of the participant’s age, educational
level, income (i.e., whether the family’s an-
nual income was below the poverty level),
number of health conditions, and a dichoto-
mous study (1993 vs 2003) variable. We
elected to adjust for this subset of characteris-
tics because they showed substantial differ-
ences between the 2 studies. We used a mod-
ified Bonferroni procedure18 to correct the
adjusted P values generated from these mod-
els for multiple comparisons.

Results showed that the 1993 versus 2003
study variable was a significant predictor (at a
corrected significance level of at least P<.05)

of major depression, posttraumatic stress dis-
order, and substance use prevalence rates as
well as GSI scores. Similarly, the study vari-
able was a statistically significant predictor
(at a corrected significance level of at least
P<.05) of scores on the SF general health,
social functioning, and mental health sub-
scales. These findings suggest that the differ-
ences between participants in the 2 studies
reported in Table 2 were not due simply to
imbalances in background characteristics be-
tween the studies.

DISCUSSION

The present data suggest that the charac-
teristics of homeless families changed over
the decade assessed: Homeless families were
poorer and female heads of household re-
ported more physical health limitations, emo-
tional distress, and mental health disorders in
2003 than in 1993. Of particular note were
the considerably higher rates of current major
depressive illness and posttraumatic stress dis-
order in the more recent study.3,4 Although
rates of sexual abuse were somewhat lower in
2003, overall rates were still high and, in all
likelihood, contributed to the high rates of
emotional disorders and distress observed.

The most surprising finding was the 4-fold
increase in current depression rates between
1993 and 2003. Although different diagnos-
tic assessment instruments were used in the 2
studies, it is unlikely that the studies’ small
methodological differences could have ac-
counted for a magnitude of increase this
large. In fact, one methodological difference,
the slightly narrower assessment time frame
in the 2003 study, made it less likely that
high rates would be revealed in that study. In
addition, although the 2003 study added al-
cohol, drug, and mental disorder eligibility
criteria, these criteria did not result in exclu-
sion of any potential study participants (only
1 woman recruited for the 2003 study was
not eligible for enrollment, as a result of her
dual-parent status). Interestingly, a recent re-
port from Great Britain showed that one half
of homeless parents reported feeling de-
pressed, a finding consistent with ours.19

It is noteworthy that we compared 2 stud-
ies involving similar methodologies but dif-
ferent participants. Hence, what we have
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TABLE 2—Mental Health, Substance Use, and Health Characteristics of Sheltered
Homeless Women: Worcester, Mass, 1993 and 2003

1993 (n = 220) 2003 (n = 148) P Adjusted Pa

Current major depressive episode, %b 9.6 52.4 <.0001 .0001***

History of major depressive episodes, %c 45.0 85.0 <.0001 .0001**

Current posttraumatic stress disorder, %d 17.5 42.5 <.0001 .0001**

History of posttraumatic stress disorder, %c 36.2 56.3 <.0001 .0005**

History of alcohol/drug abuse or dependence, %c 41.1 28.4 .010 .003*

Mean Global Severity Index score (SD)e 0.88 (0.71) 1.07 (0.78) .016 .018*

Mean SF subscale score (SD)f

General health 48.7 (10.8) 45.0 (8.3) .0005 .019*

Physical functioning 48.8 (9.8) 46.6 (8.6) .028 .178

Role limitations because of physical health 47.2 (11.3) 47.3 (8.6) .929 .431

Bodily pain 48.1 (12.3) 47.1 (10.8) .420 .896

Vitality 46.7 (10.0) 46.8 (9.3) .968 .638

Social functioning 45.9 (10.6) 42.8 (10.2) .006 .028*

Mental health 41.6 (12.0) 37.1 (10.9) .0003 .001**

Role limitations because of emotional problems 44.3 (13.2) 42.1 (9.2) .072 .244

aAdjusted for age, annual income below poverty threshold, educational level, ever in foster care, and number of health
conditions.
bPast month in 1993 study, past 2 weeks in 2003 study.
cLifetime in 1993 study, past year in 2003 study.
dPast month in both studies.
eHigher values indicate more psychiatric distress.
f The subscale scores reported for the 1993 study were derived from the SF-36. Those reported for the 2003 study were
derived from the SF-8. Lower scores indicate poorer status/functioning.
*P < .05; **P < .02; ***P < .005 (after modified Bonferroni correction).

described here are not changes over time
within individuals but differences between
study groups. Alternative explanations can
be offered for the differences we observed
among homeless mothers taking part in the
2 studies. On the one hand, shifts in social
and economic policies may have con-
tributed to the worsening picture we de-
tected. During the 10-year period between
studies, cuts in welfare, decreases in afford-
able housing stocks, and a freeze in the fed-
eral housing rental subsidy program were
among the adverse circumstances that prob-
ably increased the burden experienced by
many poor female-headed families.20 Pov-
erty, which often accompanies a range of
psychosocial stressors, is a significant risk
factor for depression among women, espe-
cially those with young children.21–24

On the other hand, it is conceivable that,
as a consequence of changing eligibility rules
over time, shelters may have tended to attract
families with higher illness burdens than in
the past. Moreover, our data suggest that ac-

cess to mental health care services in 2003
may have been reduced relative to 10 years
earlier, which could also partially explain the
higher rates of mental health problems ob-
served in the 2003 study. However, regard-
less of the reason, it appears that shelters may
now be dealing with mothers with more men-
tal health problems than in the 1990s.

No changes in numbers of reported chronic
health conditions were observed between
homeless mothers in the 2 studies, but those
taking part in the 2003 study reported poorer
health overall and more limitations in physical
functioning than those taking part in the 1993
study. Similar to their effects on mental health,
low socioeconomic status and its related
stressors are associated with higher levels of
physical health burden.25,26 In addition, the lit-
erature has provided extensive descriptions of
the short- and long-term physical health se-
quelae resulting from interpersonal vio-
lence.27,28 Because severity of health condi-
tions was not assessed in either study, we
were not able to determine whether the

apparent decline in overall health status and
functioning was attributable to more severe
illness or other factors.

Notably, both the 1993 and 2003 studies
comprised large percentages of Hispanics, the
majority of whom were Puerto Rican. It has
been shown that, among subgroups of His-
panic women, Puerto Rican women are the
most likely to head families, and more than
half of these families live well below the pov-
erty level.29 Also, previous research has re-
ported high levels of social isolation, stress,
and emotional health disorders, particularly
depression, among Puerto Rican women.29,30

Responsive programs must adapt their ap-
proaches to facilitate access to appropriate
services and to address the unique socioeco-
nomic and cultural challenges faced by this
subgroup of homeless mothers.

Findings from both studies indicate that the
mental health burdens experienced by these
homeless mothers were considerable, espe-
cially in the more recent investigation. The
high rate of depression observed in the 2003
study is particularly troubling. Our results
suggest that service providers and shelter
staff may need to refine services so that they
are responsive to the changing needs of
homeless populations. For example, past re-
search has shown that homeless mothers with
depression are unlikely to receive mental
health services.31 The debilitating effects of
untreated depression have been well docu-
mented,32 and the effects of maternal depres-
sion on children’s development and well-
being are well understood.33,34 Ensuring that
mental health services are available and ac-
cessible to homeless mothers is a critical pri-
ority in efforts to respond to the needs of this
population. Targeting the delivery of such
services to homeless mothers in need rather
than indiscriminately to all homeless mothers,
as commonly occurs, would improve current
service system responses.35

Our results must be interpreted in the con-
text of several limitations. For example, the
instruments used in the 2 studies to assess
mental health disorders were not identical,
although they relied on similar diagnostic cri-
teria. Evidence of higher levels of emotional
distress and mental health limitations in the
2003 study than in the 1993 study, how-
ever, was consistent across several measures.
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Furthermore, the significant increases observed
in rates of depression replicated the results of
other studies of homeless populations.6

Finally, it is unclear to what extent these re-
sults are generalizable outside of central Mass-
achusetts. Despite cautions in comparing the 2
studies, the population characteristics of home-
less families in Worcester are similar to those
in many cities across the country,36–38 and our
findings may be indicative of broader changes
between 1993 and 2003 in the needs of
homeless families. The present results warrant
further investigation in other regions of the
country. Replication of these results would
have important implications for policymakers
and service providers addressing the physical
and mental health needs of homeless families
in the years ahead, and services should be re-
fined to ensure that they are responsive to the
evolving needs of these families.
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